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to assess levels of evidence. Quality and consensus checks were used during these procedures. Recommendations for practice were based on the strength of evidence and the study results. Data management was facilitated with RefWorks. Patient and family members were consulted and informed about the project.
The guidelines make recommendations in 5 areas: (1) family presence in the ICU, (2) family support, (3) communication with family members, (4) use of specific consultations and ICU team members, and (5) operational and environmental issues. A summary of recommendations for implementation of these guidelines across all domains of nursing practice (ie, direct care, leadership, research) is provided in the Table.
Family Presence in the ICU

Family Visitation Policies
Families value the opportunity to be at the bedside of their loved ones in the ICU. 7 Whereas the presence of family members at the bedside 24 hours a day may be challenging 19 and perceived to increase the workload of ICU staff members, 20 evidence has shown improved outcomes for patients when family members are present and engaged with the patient's care in the ICU. [21] [22] [23] Observational work in this area has focused on the effect of open or flexible visiting practices on family satisfaction [24] [25] [26] ; however, trial studies do not discuss best practices for family visiting. Nurses have an important role in supporting families while attending to the patient's clinical needs; thus, the FCC guidelines recommend that family members of critically ill patients be offered open and flexible family presence at the bedside. 10 
Family Presence During Rounds
During interdisciplinary rounds, which are recommended in the FCC guidelines, nurses can facilitate family participation, enabling families to raise questions and engage in dialogue with clinicians. Interdisciplinary rounds provide an opportunity for family members to participate in, and be informed about, goals of care. Although robust evaluation work with validated family-centered outcomes is still needed, low-level evidence demonstrates that family members who participate in familycentered rounds report greater understanding and involvement in decision-making and increased satisfaction with clinical team communication. [27] [28] [29] Family presence on rounds can also support and improve family member decision-making.
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Guideline Areas
Family 
Family Presence During Resuscitation
Descriptive and qualitative studies have explored clinician and family member attitudes to family presence during resuscitation across pediatric and adult intensive care settings; however, few clinical trial results inform practice. [32] [33] [34] [35] [36] [37] [38] Some family members want to be present during resuscitation and find comfort in doing so. [32] [33] [34] However, physicians are less supportive of this practice, expressing concerns that families will interfere with procedures, staff performance will suffer, and litigation risk will increase. [35] [36] [37] Thus, ICUs have been slow to adopt the practice of family presence at resuscitation, even though this practice has been recommended since 2007. 7 With these challenges in mind, clinical nurses, whose perceptions of this practice differ from those of physicians, 35, 36, 38 may be able to facilitate a mutually agreeable plan for family presence during resuscitation.
Family Support
Frequently patients in the ICU are too ill to communicate or participate in decisionmaking about their own care. Family members often face multiple stressors related to the emotional burden of the intensive care experience while also serving as proxy decision makers for their critically ill loved one. A major challenge in making substantial guidelines recommendations about effective family support interventions is the lack of robust evaluation studies. Although clinical trials have been undertaken, 39-41 these trials have not tested standardized family training/ education programs. Variation in the format, duration, and intent of these programs renders comparison difficult.
The FCC guidelines do, however, make recommendations for support of family members that includes education, involvement in caregiving, communication, decision support tools, peer-to-peer support, and providing information leaflets. The guidelines recommendations for family education programs, peer-to-peer support, ICU diaries, decision support tools, and communication tools are based on low levels of evidence. Some of the strongest evidence shows that providing information leaflets about the ICU has the strongest positive effect on family members' anxiety and stress. 42 Two of the recommendations, teaching families how to contribute to caregiving and peer-to-peer support, are specific to critically ill children because of insufficient research in adult critical care settings. When offered education about how to participate in a child's intensive care, parents exhibited competence, confidence, and psychological health. 43, 44 Additional research that investigates outcomes associated with post-ICU clinics, peer-to-peer support programs for families of adult patients, and methods to teach surrogate decision-making is warranted. Although diary programs are well received and preliminary data support the use of diaries to reduce family stress and depression, [45] [46] [47] further study is needed to explore the best method of launching a diary program and to increase confidence in results to date. [48] [49] [50] All family support recommendations made in the FCC guidelines have direct relevance to nursing practice, education, and research. Direct care nurses will implement the majority of the family support interventions. Therefore, ICUs establishing nursing staff as champions for family support is critical. Specific plans for family support or involvement could be added to the daily plan of care. The family involvement plan should be concise, easy to navigate, well supported with education and practice standards, associated with appropriate staffing levels, and evaluated by continuous quality improvement tools. Physician and nursing leaders at the ICU and hospital levels play key roles in advocating for resources and interdisciplinary collaboration to ensure all families of the critically ill receive the recommended support. Nurses working in education can use a family nursing theory foundation to support skill training in the curriculum through direct interaction, webinars, online courses, and simulation experiences with directed feedback. Nurse scientists can focus on improving the research and quality of the evidence for family support of critically ill patients.
Communication With Family Members
Routine Family Meetings
The FCC guidelines address the importance of communication between ICU family members and clinicians. One focus of the guidelines was to evaluate outcomes from research on the effectiveness of communication during interdisciplinary family meetings. The primarily observational nature of the research to date limits our ability to make recommendations about sepcific communication. However, the FCC guidelines suggest that routine interdisciplinary family conferences be held in the ICU. This suggestion is based on research findings that families who participated in conferences demonstrated more satisfaction with care, experienced less conflict, and reached consensus more often. [51] [52] [53] The type of communication that occurs during a family meeting significantly influences outcomes. 52 When family members have more time to talk during a meeting (vis-à-vis the clinicians), when clinicians show empathy, and when family members feel that they are participating in decision-making, family satisfaction is improved. [54] [55] [56] Intentional structuring of conversations during a family conference (eg, showing empathy, using statements of support, emphasizing clinician support with family decision-making) may provide comfort to families and improve their satisfaction. 57 These actions may even decrease family symptoms of anxiety and depression after the ICU experience. 58 Family conferences may decrease ICU patient length of stay (LOS), 53 but this finding is equivocal.
59,60
Communication Training Programs
The effectiveness of family conferences depends on clinician communication techniques. By engaging in communication training, clinicians have noted improvement of self-perceived confidence and skills in their communication abilities. [61] [62] [63] [64] Improvement in skills was related to the length of training, with clinicians involved in longer training demonstrating greater skill improvement. 63, 64 However, in the limited number of communication training studies we found, the impact on patient or family outcomes did not receive in-depth exploration. Thus, the FCC guidelines could not recommend any specific training method (eg, didactic training, role-playing, and/or simulation) that would affect important outcomes.
The important role of nurses in family conferences correlates to their relationships with the family. Nurses can communicate empathy, establish trust, provide information and support, and continue to clarify information after the conference. Research is warranted on the effectiveness of ICU nurse communication training on improved family outcomes. Decreasing short-and long-term family anxiety, depression, and posttraumatic stress may leave family members healthier and with memories that they positively contributed to goal-directed decisions.
Consultation Services
Ethics and Palliative Care
Care given to critically ill patients and their families requires the coordination of, and input from, many specialists. Although this philosophy is common in clinical practice, research to guide practice is limited. The few studies about consultation services outlined in the FCC guidelines mainly focused on use of palliative care. Although some studies demonstrated reductions in ICU and hospital LOS [65] [66] [67] following use of palliative care, results were equivocal. 68, 69 The similar lack of highlevel evidence about use of ethics consultations warrants more investigation into nonstandardized ethics consultation approaches. [70] [71] [72] [73] In the meantime, nurses should maintain a high level of awareness of patients and families who may benefit from palliative care and ethics consultation services. In situations where the potential for conflict with or within families exists, proactive engagement with specialists should occur.
Psychological Support
Use of psychology consultation services is not mainstream, with only 4% to 29% of ICUs worldwide reporting their use. [74] [75] [76] However, research in neonatal and trauma ICUs indicates that psychological support, when combined with video and written support material, can reduce family anxiety levels. 77 Use of cognitive behavioral therapy can also reduce the level of depression and anxiety among family members. 78, 79 These findings may be transferable to situations experienced in other ICU settings. The underdeveloped evidence base leads only to speculation about implications. However, we suggest that the critical care nurse remain vigilant for families experiencing emotional trauma and crisis and discuss with families the support that psychologists can bring. Critical care nurses also can consider whether specific information packs about traumatic situations (eg, attempted/successful suicide, child death, violent and sudden death), prepared in ICU as practice development initiatives, could be helpful to families. Family education pamphlets regarding possible referral for counseling may be obtained at www.sccm.org.
Social Workers and Spiritual Advisers
Despite frequent use of social workers in ICU practice, there were few studies 80, 81 to guide recommendations in the FCC guidelines. Even so, nurses should continue to recognize the value of these professionals in providing family support.
Social workers and spiritual advisers complement nursing care. The role of a spiritual adviser in the ICU has also received little empirical attention. The availability of spiritual care does seem to be important to families, 82 and such support can improve overall family satisfaction with ICU care, 83 especially at the end of life. 84 Given this evidence, nurses can identify spiritual support for families who may benefit.
A developing nursing consultation role is that of navigator and care coordinator who acts as a consistent communicator with family members. In randomized trials, the navigator role reduced depression in ICU family members at 6 months 85 and increased family satisfaction with physician communication. 86, 87 Navigator roles are still being developed, and no consensus exists about associated ICU and hospital cost savings related to these professionals. Despite lack of specific evidence about the roles of these supportive staff, we feel that communication is paramount in FCC and that nurses are an important factor in meeting families' needs.
Operational and Physical Environment
Nurses are key to delivering on, and driving forward, local ICU operational and environmental issues. However, empirical studies on operational issues are few, observational, and usually conducted in single sites. Given that family members rely on nurses for support and quality information, the impact of specialized operational communication programs was an area discussed during guideline creation. However, the guidelines note that the impact of training programs for nurses is not well explored although some evidence points to reduced ICU LOS 88 and improved quality of communication between ICU families and nurses 89 when a specialist trained in communication serves on the ICU team. Even with these limited data, the guidelines reassert that training should be provided to help ICU nurses with family communication and support.
Noise reduction is a further operational issue explored in the guidelines. The adverse effects of noise on patients and staff are well known. [90] [91] [92] [93] Low-level evidence shows that single, private rooms reduce noise and improve family satisfaction. 94, 95 Despite the recognition of increased workload on nursing staff with private ICU rooms, 96 the FCC guidelines suggest implementation of noise reduction practices by using private rooms. Nurses should be vigilant in identifying situations in which noise reduction methods are needed, and they should be fully engaged in the design of new ICUs so that patient, family, and staff needs are considered.
The adverse effects of sleep deprivation in ICU families and the need for sleeping areas for families are well known. [97] [98] [99] Although the effect of promoting sleep for families has not been evaluated, nurses should encourage rest periods as part of self-care for family members who visit for extended periods. ICU personnel can assess availability of sleep surfaces within or near patient areas and offer, when feasible, space specifically designated for ICU family members.
One of the most stressful and challenging operational issues in the ICU is the withdrawal of life-supporting therapies. The potential stress to patients, families, and staff necessitates efforts to provide the best care possible. The limited number of studies evaluating use of protocols in withdrawal of life support 100-102 focus on clinician, not family-centered, outcomes. Higher quality evidence 103 shows that using a protocol for sedation and analgesia can support symptom management. Because nurses are heavily involved in end-of-life processes, they should be involved in designing and implementing protocols to guide complex decisions about sedation and analgesia use at end of life.
A further area explored in the FCC guidelines was use of unit-based polices and processes to promote a FCC approach. Studies limited to single sites with only low-level evidence support unit-based policies that integrate families in care, showing a trend toward reduced hospital readmission days 88 and increased family satisfaction. 89 Recognizing that further research is required, we recommend the implementation of FCC polices in the ICU and suggest that nurses should take the lead in developing local work groups to develop and implement these policies.
Conclusion
Critical care nurses, who often lead in innovations to support families and their engagement in patients' care, have opportunities to influence all aspects of FCC that are outlined in the guidelines. The FCC guideline recommendations were constructed from low-level evidence; therefore, further research in comparative trials is needed to test the effectiveness of proposed interventions. In particular, because of the interdisciplinary nature of intensive care and the construction of appropriate teams to deliver FCC, the outcomes of each discipline need to be quantified and assessed. Such investigations are especially timely because of the developing specialized family support navigator role that nurses often assume. The education necessary to fulfill this role and outcomes associated with deploying the navigator model warrant further research. Best practices in developing communication training programs and involving families in rounds have not been identified yet.
Unit-based policies of FCC are usually developed and endorsed at the local level, yet best practice to standardize these efforts has not been established. Simple issues that seem inherently obvious, such as the effect of consistency in nurse staffing or the delivery of culturally sensitive nursing care, also have not been evaluated in the ICU environment. Progress has been made since the original guidelines were published in 2007, 7 yet there are many opportunities for practice improvements and further research in FCC.
